Leptospirosis occurring in a husband and wife is described. Both were responsible for cleaning up the excreta of a recently acquired puppy. The wife developed leptospirosis canicola, and three months later the husband developed leptospirosis icterohaemorrhagica. Difficulty was experienced in ascertaining the infecting species of leptospire in the husband owing to the agglutination tests giving an equal rise and fall in titres for both L. icterohaemorrhagiae and L. canicola. The diagnosis was only confirmed after cross-absorption tests had been done.
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The husband developed pulmonary complications on the nineteenth day. The radiological appearances of the chest are discussed, together with a brief review of the literature on the radiological manifestations of pulmonary lesions in Weil's disease.
Although more than 40 different strains of leptospires have been recognized by serological methods, only Leptospira icterohaemorrhagiae, which produces Weil's disease, and Leptospira canicola, the common spirochaetal infection of dogs, are normally associated with human infection in Britain. Keal (1957) has, however, reported a case of leptospirosis due to Leptospira grippotyphosa occurring in a Malayan who had arrived in England by air from Malaya 10 days previously. Leptospirosis icterohaemorrhagica is relatively common, especially among farm workers, sewer workers, miners, and fish cleaners. Since the description by Baber and Stuart (1946) of the first recognized human infection with L. canicola in this country, 30 cases occurring in Britain have been reported in the literature. Broom (1951a) noted that although 15 to 20 cases of L. canicola were recognized annually in Britain, the incidence was certainly higher.
The "After absorption with L. icterohaemorrhagiae the serum was negative with both L. icterohaemorrhagiae and L. canicola from 1/30 upwards (this was the lowest dilution tested). After absorption with L. canicola, it was negative with L. canicola from 1/30 upwards, but still agglutinated L. icterohaemorrhagiae to 1/300 with a trace at 1/1,000." Unfortunately the puppy could not be investigated as the patient had ordered his wife to have it destroyed after overhearing a discussion in the ward about the animal.
Treatment with penicillin, 500,000 units eight-hourly, was begun on the second day after admission and continued for 10 days. His condition improved, but on the nineteenth day of admission he complained of a severe, sharp stabbing pain on both sides of the chest, which was aggravated by deep breathing.
Examination of the chest revealed signs of an area of consolidation at both bases. Treatment with oxytetracycline, 500 mg. six-hourly, was begun. On the following day the temperature rose to 1000 F.
(37.8°C.) and it remained raised for the ensuing four days. The patient then gradually improved, but the impression was formed that the antibiotic treatment was playing little or no part in the improvement.
Further The pulmonary manifestations of leptospirosis do not appear to have been generally recognized in Britain. (A more detailed description of the radiological appearances of pulmonary lesions in leptospirosis will be described elsewhere.) Moeschlin (1943) , in Switzerland, described four cases of leptospirosis icterohaemorrhagica which, on radiological examination, showed bilateral patchy pulmonary infiltration. Extensive haemorrhage into the lung parenchyma was found in one patient at necropsy. Radiological signs of areas of patchy consolidation in both lungs were also described by Havens, Bucher, and Reimann (1941) in two out of seven men with confirmed Weil's disease. One of the two cases died and at necropsy both lungs showed a patchy haemorrhagic type of consolidation in the lower lobes. "Fleeting lung infiltrations'" in the absence of physical signs were noted by Gsell (1949) . Silverstein (1953) , in a review of the radiological findings in Weil's disease, found radiological evidence of " pulmonary infiltrations " in four out of 33 patients with confirmed leptospirosis icterohaemorrhagica. Three cases were described in detail with reproductions of the chest radiographs. The presence of small irregular mottling over the lower and middle zones of both lungs was evident in the chest radiograph of two cases. A third case had a large area of apparent consolidation at the right lower lobe; at necropsy, however, both lungs were generally oedematous, and on microscopy the alveoli were seen to be filled with red blood cells, the right lower lobe appearing no different from the rest of the lung. It is interesting to note that several of the reported cases of Weil's disease first presented themselves as cases of acute respiratory infection.
The literature on the pathology of pulmonary lesions in leptospirosis is scanty, but a study of the necropsy findings reveals a fairly consistent picture. In severe cases the lungs are oedematous and the alveoli packed with red blood cells. The haemorrhagic areas may be small and localized or they may be extensive; they are generally bilateral, though rarely symmetrical. Occasionally small effusions are present. The cause of these haemorrhagic areas in the lung is uncertain. Haemorrhagic manifestations such as petechiae, epistaxis, haemoptyses, haematemesis, and melaena are not uncommon in Weil's disease. At necropsy large haemorrhages may be found in the intestinal wall, while in the kidneys there may be subcapsular and capillary haemorrhages. Experimental infection of guinea-pigs with L. icterohaemorrhagiae results in widespread haemorrhages in the lung, due to capillary damage.
The possibility that the pulmonary lesions in the first patient were due to an intercurrent bronchopneumonia cannot be entirely ruled out. The radiological picture was not typically that of bronchopneumonia, but was very similar to some of the reported cases of leptospirosis with pulmonary manifestations. The white cell count was not raised nor was the erythrocyte sedimentation rate at the time of the lung complication, and no pathogenic organisms were found in several specimens of sputa.
If patients employed in occupations commonly associated with the presence of rats present with acute chest infections, and where the chest radiological appearances are similar to those described above, the diagnosis of Weil's disease is always worth considering.
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